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INTRODUCTION:  Whilst  the  incidence  of  CAA has  been  reported  as up to 5%,  giant  CAA  (>2  cm)  is rare.
PRESENTATION  OF  CASE:  We  present  a rare  case  of  3 cm ×4 cm  giant  coronary  artery  aneurysm  (CAA) inccepted  24 March 2012
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the  context  of  aorto-iliac  aneurysmal  disease,  treated  by  staged  open  surgical  repair.
DISCUSSION: Abdominal  aortic  aneurysm  (AAA)  and CAA  share  risk factors  and  aetiological  mechanisms,
therefore  should  be  considered,  particularly  when  CAA  is  diagnosed  in the  ﬁrst  instance.
CONCLUSIONS: Surgical  intervention  for diagnosed  giant  CAA  appears  to  be the  treatment  of choice  in  the
reported  literature,  with  the  order  of  intervention  when  AAA  co-exists  remaining  a point  for  debate.
© 2012 Surgical Associates Ltd. Published by Elsevier Ltd. Open access under CC BY-NC-ND license.. Introduction
Coronary artery aneurysm (CAA) is deﬁned as coronary dilata-
ion which exceeds the diameter of normal adjacent artery
egments or the diameter of the patient’s largest coronary artery
y 1.5 times.1 ‘Giant’ CAA deﬁned as greater than 2 cm and is a rare
iagnosis.2
The presence of CAA was ﬁrst recognised in post-mortem stud-
es, including a series of 694 patients by Daoud et al.3 where the
ncidence of coronary aneurysm was reported as 1.4%. The largest
nte-mortem series of CAA from the Coronary Artery Surgery Study
CASS) registry reported an incidence of 4.9% as diagnosed by
oronary angiography,4 with the published incidence of CAA on
oronary angiography varying between 1.5% and 5%.5 The RCA
eems to be the most commonly involved by aneurysmal disease,
ollowed by LAD, and the ﬁnding of CAA is more common in males
han females. Furthermore, males are more affected by this disease.
he incidence of giant CAA is difﬁcult to determine, since only few
eports are described in literature.6
. Presentation of the case
A 73-year-old Caucasian gentleman with a background of type II
iabetes, hypertension and a signiﬁcant family history of ischaemic
eart disease presented to the emergency department with a 2-h
istory of central chest pain, sweating and nausea. His ECG showed
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Open access under CC ST segment elevation in the inferior leads and he proceeded to
thrombolysis.
Further direct questioning revealed an additional past medi-
cal history of aorto-iliac aneurysmal disease. Seven years earlier
in 2002, having presented with abdominal pain, physical examina-
tion revealed a pulsatile and expansile epigastric mass. This was
conﬁrmed on computed tomography (CT) to be an 8 cm infra-renal
abdominal aortic aneurysm (AAA) extending to right common iliac
artery (CIA; 7 cm), with a further 6 cm right internal iliac artery
(IIA) aneurysm. He underwent invasive angiography (Fig. 1A) and
right IIA embolisation. This was followed by open AAA and right CIA
aneurysm repair with a bifurcated graft, from which he recovered
well.
At the time of his presentation with chest pain, his serum
cholesterol was normal at 3.5 mmol/L, he has a serum triglyc-
eridemia of 2.6 mmol/L, and echocardiography showed severely
impaired ventricular function. Coronary angiography diagnosed
left main stem 50–74% stenosis, proximal left anterior descending
(LAD) aneurysm, mid-LAD 75–94% stenosis, circumﬂex and proxi-
mal right coronary artery (RCA) occlusion (Fig. 1B).
His  chest radiograph had previously shown calciﬁcation within
the aortic knuckle. He underwent a CT of his thorax to examine
the extent of ascending aortic calciﬁcation, to ensure this would
not have prevented aortic cross clamping should cardiopulmonary
bypass be required for coronary artery bypass grafting (CABG). This
CT demonstrated extensive calciﬁcation and aneurysm of both the
right and left coronary arteries (Fig. 1C).
He proceeded to off pump coronary artery bypass grafting
3 months after his index presentation at which time his RCA
aneurysm was directly visualised (Fig. 1D). This was measured
intra-operatively as 4 cm × 3 cm. He had a left internal mammary
artery graft to his ﬁrst diagonal branch and a reversed saphenous
BY-NC-ND license.
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big. 1. (A) Invasive angiography showing the 8 cm infra-renal abdominal aortic ane
rtery  aneurysm. (B) Coronary angiography showing the aneurysm in the proxima
omography image (C) and intra-operative photograph (D) showing the 3 cm by 4 c
ein graft to the obtuse marginal. His post-operative course was
neventful and he was discharged home on day eight.
.  Discussion
The main aetiological factor for the development of CAA is
therosclerosis, which is present in 80% of cases, and micro-
copic examination conﬁrms histological ﬁndings consistent with
therosclerosis.5 The other less common causes include Marfan
yndrome, Kawasaki disease, Ehlers Danlos syndrome, Takayasu
rteritis and Behc¸ et’s, present in 3–10% of cases.7
The appropriate therapy for patients with CAA is unknown, par-
icularly in the absence of clinical trial data in this context. Surgery
as been recommended for all CAA in view of the risk of throm-
osis or rupture, particularly giant aneurysms,8 with recent report
f successful percutaneous treatment of giant CAA using equine
ericardium-covered coronary stents.9
Abdominal aortic aneurysm is frequently associated with coro-
ary artery pathology; approximately 80% of patients with AAA will
ave angiographic evidence of atherosclerosis in one or more of
heir coronary arteries.10 This ﬁnding is, in part, due to shared car-
iovascular risk factors and aetiological mechanisms among these
onditions. Evidence for the association between AAA and CAA
n literature is anedoctical.11 However, the authors recommend
creening for CAA or AAA in affected patients because of the asso-
iation between the two conditions.12
In addition to the modalities for management, controversy per-
ists as regards the timing and order of surgery. Most studies
uggest intervening in two stages, with surgical repair of CAA ﬁrst
hen AAA intervention, whilst others advise concurrent surgery for
oth pathologies.13 extending to the right internal iliac artery, with associated 6 cm right internal iliac
nterior descending artery with an occluded right coronary artery. Axial computed
nt’ right coronary artery aneurysm (arrows).
4. Conclusion
This case report highlights the incidence of CAA, whilst giant
CAA is uncommon. However, AAA and CAA share risk factors
and aetiological mechanisms, therefore should be considered, par-
ticularly when CAA is diagnosed in the ﬁrst instance. Surgical
intervention for diagnosed giant CAA appears to be the treatment
of choice in the reported literature, with the order of intervention
when AAA co-exists remaining a point for debate.
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